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 H 000 Initial Comments  H 000

This Statement of Deficiencies was generated as 

a result of a State Licensure Complaint 

Investigation survey  conducted in your facility 

from 12/9/10 to 3/7/11 .  This State Licensure 

survey was conducted by authority of NAC 449, 

Homes for Individual Residential Care, adopted 

by the State Board of Health on November 29, 

1999.  

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state or local laws.

The census at the time of the survey was one. 

Complaint #NV00027084 - The allegation 

regarding restraints was substantiated.  See Tag 

H017.  The allegation regarding quality of care, 

no weight loss assessment was unsubstantiated 

through record review and interviews.  The 

allegation regarding inappropriate level of care 

was unsubstantiated through record review and 

interviews.

#NV00027084: The complaint investigative 

process was initiated by the Bureau of Health 

Care Quality and Compliance on 12/9/10.

The investigation for the allegation of quality of 

care, no weight loss assessments included:

-Review of the hospice nursing notes from 

5/31/10 through 12/3/10 revealed the nurses took 

the resident's mid-arm circumference (MAC) 

measurement to document decline in the 

resident.  

-An interview with a representative from the 
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 H 000Continued From page 1 H 000

hospice agency explained the MAC is one factor 

that is used to track and document client decline.

There was a system in place to measure and 

track the resident's status. 

The investigation for the allegation of 

inappropriate placement included:

-Review of the hospice nursing notes from 

5/31/10 through 12/3/10.  A review of the hospital 

records from where the resident was prior to 

being placed in this facility, and the records from 

the facility she was transferred to.  

-Interview with the facility director and caregiver 

who both stated the resident was an appropriate 

level of care in the facility.

-Interview with the administrator and caregiver of 

the Adult Group Care Facility the resident was 

eventually transferred to, both stating the client 

and her behaviors were appropriate for their 

facility.  

There was insufficient evidence in either the 

medical record review, or interviews with facility 

staff supporting the allegation the resident was 

inappropriately placed in this facility.

The following regulatory deficiencies were 

identified:

 H 017 Director Duties-Protective Supervision

NAC 449.15523 Director: Duties. (NRS 449.249) 

The director of a home shall:

3. Ensure that the residents of the home:

(b) Receive:

 (3) Protective supervision and adequate services 

to maintain and enhance their physical, mental 

and emotional well-being.

 H 017
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 H 017Continued From page 2 H 017

This Regulation  is not met as evidenced by:

Based on record review, observation and 

interview from 12/13/10 to 3/7/11, the director 

failed to ensure that 2 of 2 residents received 

protective supervision and adequate services to 

maintain and enhance their physical, mental and 

emotional well-being (Resident #1 - the facility 

tied the resident in a wheel chair to prevent the 

resident from standing; and #2 the facility was 

using a Geri-chair on this resident as a restraint 

because the resident was unable to get out of the 

chair without assistance).

 

 H 019 Director Duties-No FA/CPR

NAC 449.15523 Director: Duties. (NRS 449.249) 

The director of a home shall:

4. Ensure that a caregiver, who is capable of 

meeting the needs of the residents and has been 

trained in first aid, and cardiopulmonary 

resuscitation, is on the premises of the home at 

all times when a resident is present.

This Regulation  is not met as evidenced by:

 H 019

Based on record review and staff interview on 

2/1/11, the director did not ensure that 1 of  3 

caregivers had received training in 

cardiopulmonary resuscitation (CPR) and first aid 

(Employee #2).

 

 H 050 Tuberculosis-Employees

NAC 441A.375 Medical facilities, facilities for the 

dependent and homes for individual residential 

 H 050
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 H 050Continued From page 3 H 050

care: Management of cases and suspected 

cases; surveillance and testing of employees; 

counseling and preventive treatment. 

1. A case having tuberculosis or suspected case 

considered to have tuberculosis in a medical 

facility or a facility for the dependent must be 

managed in accordance with the guidelines of the 

Centers for Disease Control and Prevention as 

adopted by reference in paragraph (h) of 

subsection 1 of NAC 441A.200.

2. A medical facility, a facility for the dependent or 

a home for individual residential care shall 

maintain surveillance of employees of the facility 

or home for tuberculosis and tuberculosis 

infection. The surveillance of employees must be 

conducted in accordance with the 

recommendations of the Centers for Disease 

Control and Prevention for preventing the 

transmission of tuberculosis in facilities providing 

health care set forth in the guidelines of the 

Centers for Disease Control and Prevention as 

adopted by reference in paragraph (h) of 

subsection 1 of NAC 441A.200.

3. Before initial employment, a person employed 

in a medical facility, a facility for the dependent or 

a home for individual residential care shall have 

a:

(a) Physical examination or certification from a 

licensed physician that the person is in a state of 

good health, is free from active tuberculosis and 

any other communicable disease in a contagious 

stage; and

(b) Tuberculosis screening test within the 

preceding 12 months, including persons with a 

history of bacillus Calmette-Guerin (BCG) 

vaccination.

If the employee has only completed the first step 

of a 2-step Mantoux tuberculin skin test within the 

preceding 12 months, then the second step of the 

2-step Mantoux tuberculin skin test or other 
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 H 050Continued From page 4 H 050

single-step tuberculosis screening test must be 

administered. A single annual tuberculosis 

screening test must be administered thereafter, 

unless the medical director of the facility or his 

designee or another licensed physician 

determines that the risk of exposure is 

appropriate for a lesser frequency of testing and 

documents that determination. The risk of 

exposure and corresponding frequency of 

examination must be determined by following the 

guidelines of the Centers for Disease Control and 

Prevention as adopted by reference in paragraph 

(h) of subsection 1 of NAC 441A.200.

4. An employee with a documented history of a 

positive tuberculosis screening test is exempt 

from screening with skin tests or chest 

radiographs unless he develops symptoms 

suggestive of tuberculosis.

5. A person who demonstrates a positive 

tuberculosis screening test administered pursuant 

to subsection 3 shall submit to a chest radiograph 

and medical evaluation for active tuberculosis.

6. Counseling and preventive treatment must be 

offered to a person with a positive tuberculosis 

screening test in accordance with the guidelines 

of the Centers for Disease Control and 

Prevention as adopted by reference in paragraph 

(g) of subsection 1 of NAC 441A.200.

7. A medical facility shall maintain surveillance of 

employees for the development of pulmonary 

symptoms. A person with a history of tuberculosis 

or a positive tuberculosis screening test shall 

report promptly to the infection control specialist, 

if any, or to the director or other person in charge 

of the medical facility if the medical facility has not 

designated an infection control specialist, when 

any pulmonary symptoms develop. If symptoms 

of tuberculosis are present, the employee shall 

be evaluated for tuberculosis.

(Added to NAC by Bd. of Health, eff. 1-24-92; A 
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 H 050Continued From page 5 H 050

3-28-96; R084-06, 7-14-2006)

This Regulation  is not met as evidenced by:

Based on record review on 2/1/11, the facility 

failed to ensure that 1 of 3 employees complied 

with NAC 441A.375 regarding tuberculosis (TB) 

testing (Employee #2 - no evidence of a positive 

TB test).

 

 H 065 Employee Background Check Requirements

NRS 449.179 Initial and periodic investigations of 

criminal history of employee or independent 

contractor of certain agency, facility or home.

1. Except as otherwise provided in subsection 2, 

within 10 days after hiring an employee or 

entering into a contract with an independent 

contractor, the administrator of, or the person 

licensed to operate, an agency to provide 

personal care services in the home, an agency to 

provide nursing in the home, a facility for 

intermediate care, a facility for skilled nursing, a 

residential facility for groups or a home for 

individual residential care shall:

(a) Obtain a written statement from the employee 

or independent contractor stating whether he or 

she has been convicted of any crime listed in 

NRS 449.188.

(b) Obtain an oral and written confirmation of the 

information contained in the written statement 

obtained pursuant to paragraph (a);

(c) Obtain from the employee or independent 

contractor two sets of fingerprints and a written 

authorization to forward the fingerprints to the 

Central Repository for Nevada Records of 

Criminal History for submission to the Federal 

 H 065
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 H 065Continued From page 6 H 065

Bureau of Investigation for its report; and

(d) Submit to the Central Repository for Nevada 

Records of Criminal History the fingerprints 

obtained pursuant to paragraph (c).

2. The administrator of, or the person licensed to 

operate, an agency to provide personal care 

services in the home, an agency to provide 

nursing in the home, a facility for intermediate 

care, a facility for skilled nursing, a residential 

facility for groups or a home for individual 

residential care is not required to obtain the 

information described in subsection 1 from an 

employee or independent contractor who 

provides proof that an investigation of his or her 

criminal history has been conducted by the 

Central Repository for Nevada Records of 

Criminal History within the immediately preceding 

6 months and the investigation did not indicate 

that the employee or independent contractor had 

been convicted of any crime set forth in NRS 

449.188.

3. The administrator of, or the person licensed to 

operate, an agency to provide personal care 

services in the home, an agency to provide 

nursing in the home, a facility for intermediate 

care, a facility for skilled nursing, a residential 

facility for groups or a home for individual 

residential care shall ensure that the criminal 

history of each employee or independent 

contractor who works at the agency or facility is 

investigated at least once every 5 years. The 

administrator or person shall:

(a) If the agency, facility or home does not have 

the fingerprints of the employee or independent 

contractor on file, obtain two sets of fingerprints 

from the employee or independent contractor;

(b) Obtain written authorization from the 

employee or independent contractor to forward 

the fingerprints on file or obtained pursuant to 

paragraph (a) to the Central Repository for 
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 H 065Continued From page 7 H 065

Nevada Records of Criminal History for 

submission to the Federal Bureau of Investigation 

for its report; and

(c) Submit the fingerprints to the Central 

Repository for Nevada Records of Criminal 

History.

4. Upon receiving fingerprints submitted pursuant 

to this section, the Central Repository for Nevada 

Records of Criminal History shall determine 

whether the employee or independent contractor 

has been convicted of a crime listed in NRS 

449.188  and immediately inform the Health 

Division and the administrator of, or the person 

licensed to operate, the agency, facility or home 

at which the person works whether the employee 

or independent contractor has been convicted of 

such a crime.

5. The Central Repository for Nevada Records of 

Criminal History may impose a fee upon an 

agency, a facility or a home that submits 

fingerprints pursuant to this section for the 

reasonable cost of the investigation. The agency, 

facility or home may recover from the employee 

or independent contractor not more than one-half 

of the fee imposed by the Central Repository. If 

the agency, facility or home requires the 

employee or independent contractor to pay for 

any part of the fee imposed by the Central 

Repository, it shall allow the employee or 

independent contractor to pay the amount 

through periodic payments.
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 H 065Continued From page 8 H 065

This Regulation  is not met as evidenced by:

Based on record review on 2/1/11, the facility 

failed to ensure 1 of 3 employees complied with 

background check requirements per NRS 

449.176 (Employee #2 - missing FBI and State 

background check reports).
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